⏐ RESEARCH AND PRACTICE ⏐ Objectives. We examined the racial/ethnic and geographic variation in distrust of physicians in the United States.
cal studies that do exist have demonstrated important racial differences in health care but have not examined how other individual characteristics or experiences may modify the association between race and distrust. 14, 20 In addition, most prior studies of health care-related trust or distrust have been limited to a single metropolitan area or have used national data without examining differences across areas. The existence of geographic variation in distrust and racial differences in distrust is potentially important as it suggests that environmental factors may influence distrust. 11 Thus, the purpose of our study was to investigate racial differences in 1 component of physician trust, fidelity-based trust, across metropolitan areas in the United States. Fidelity-based trust corresponds to the belief that the physician will care for "the subject's interests or welfare" 21(p187) and is analogous to terms such as agency, motives, and fiduciary responsibility that have been used in other definitions of physician trust. 5, 6, 22 We hypothesized that fidelity-based trust of physicians would differ among racial/ethnic groups in the United States and that the size of this difference would vary across communities. Although the relationship of trust and distrust remains controversial in the theoretical literature, for simplicity in this analysis, we used the term physician distrust to describe low scores on items designed to measure fidelitybased trust in physicians.
METHODS Data Source
We analyzed data from the 1998-1999 Community Tracking Study, a populationbased survey of health and health care conducted by the Center for Health System Change. 23 The Community Tracking Study was a telephone survey of 32 047 households in 60 communities in the United States, including 48 metropolitan statistical areas with populations of 200 000 or more Trust has long been recognized as a fundamental component of the physician-patient relationship. 1 In health care, trust in physicians is generally defined as the belief that the physician will act in your best interest and arises from perceptions of the physician's values (including fidelity and honesty) and competence. [2] [3] [4] [5] [6] Theoretically, trust is central to a physician-patient relationship because of the risk and uncertainty inherent in medical care. 7 This theoretical framework is supported by studies demonstrating the relationship between physician trust and adherence to treatment recommendations, short-term symptom resolution, and overall health status. [8] [9] [10] It is widely believed that trust has declined over the past 40 years in most segments of US society, including health care. 11, 12 This decline in health care-related trust is attributed to the growth of managed care and for-profit health care, disclosures of prior episodes of unethical medical research, growing public access to medical information, and publicity surrounding medical errors, malpractice, and fraud and abuse within the medical system. 2, 13 Adding to concerns about the overall decline in trust is the recognition that distrust may be particularly prevalent among racial and ethnic minority groups.
14 This recognition has centered on the Black population because of the history of adverse treatment of Blacks by the medical system, dating back to slave experimentation and including the Tuskegee Syphilis Study and current evidence of racial disparities in health care. 15, 16 However, issues such as discrimination that are likely to increase distrust in the Black community may also apply to other disadvantaged minority populations, such as the Hispanic population. Despite the theoretical justification for studying racial differences in health carerelated distrust, there are relatively few in 1992, 3 metropolitan statistical areas with populations less than 200 000, and 9 rural sites. Households were sampled using randomdigit dialing; this sample was supplemented by a sample of households without telephones where cell phones were provided for data collection. The response rate for the 1998-1999 survey was 63%. Because our primary interest was geographic variation in racial/ethnic differences in distrust, we restricted our sample to the 20 communities where at least 5% of the sample was Black and 5% of the sample was Hispanic (Table 1 ).
In the Community Tracking Study, questions about physician trust were restricted to respondents who reported having seen a doctor in the past year or reported having a physician as their usual source of care.
Measures
Our primary dependent variable was low fidelity-based trust of physicians (physician distrust). This construct was measured using 4 items: (1) "I think my doctor may not refer me to a specialist when needed"; (2) "I trust my doctor to put my medical needs above all other considerations when treating my medical problems"; (3) "I think my doctor is strongly influenced by health insurance company rules when making a decision about my medical care"; and (4) "I sometimes think that my doctor might perform unnecessary tests or procedures." We reverse-scored item 2 and summed responses to these 4 items to create an overall score, with higher levels representing higher levels of distrust. Although these items were designed to measure the construct of trust, the summative score had relatively low internal consistency (Cronbach's α = 0.59). Thus, we also conducted analyses with scores on each individual item as the dependent variable and compared the results to those with the summative score.
Sociodemographic variables including race/ethnicity, gender, age, education, income, and insurance coverage were measured by self-report. We restricted our analyses to 3 primary racial/ethnic groups: Black non-Hispanic, White non-Hispanic, and Hispanic. Categories were created for age (< 40 years, 40-60 years, > 60 years), education level (less than high school degree, high school degree, college degree or higher), and insurance coverage (none, Medicare or Medicaid only, private insurance). Reported annual household income was divided by the US Census Bureau 1998 poverty level for the corresponding family size and analyzed in percentage quartiles (≤25%, 26%-50%, 51%-74%, ≥75%).
Statistical Analyses
Trust items were asked only of individuals who had a physician or had seen a physician in the past year. Of the 15 576 participants in the study sample, 11 422 (73%) met these criteria. To better understand this potential selection bias, we compared the characteristics of individuals who had a physician or had seen a physician in the past year with individuals who did not have a physician and had not seen a physician in the past year. The probability of not having a physician or not seeing a physician in the past year was lower among individuals who were aged 40 to 60 years (24.6%; P < .001) than among individuals aged younger than 40 years (27.9%) or older than 60 years (26.6%), among women than among men (22.1% vs 31.9%; P < .001), among Whites and Blacks (25.6% and 22.7%, respectively) than among Hispanics (39.7%; P < .001), among those with public or private health insurance (23.7% and 23.4%, respectively) than among those with no insurance (47.4%; P < .001), among those with household income in the highest quartile than among those with household income in the lowest quartile (20.0% vs 36.8%; P < .001), and among those with a college degree or higher than among those with less than a high school degree (28.3% vs 24.2%; P < .001).
Statistical analyses of the data on distrust were carried out by fitting generalized linear models using the svydesign package implemented in the statistical program R 1.90 (R Foundation for Statistical Computing, Vienna, Austria). The analyses took into account the ⏐ RESEARCH AND PRACTICE ⏐ survey design and incorporated stratified sampling within several of the sites, clustering within households and the weights provided by the Community Tracking Study. The weights were used to adjust for differential selection probability, nonresponse, interruption in telephone service, and poststratification to fit the weighted counts to external national estimates in the population for gender, age group, race, and education. 24 Standard errors of the estimates were computed using a linearization estimate. 25 In the primary analysis, the distrust score (range: 4-28) was a summation of ordinal responses for 4 response variables. In secondary analyses, ordinal responses to each individual item were used as the outcome of interest. We conceptualized the outcome as a count of the level of distrust and fit a Poisson model to these data. The analytic plan had 4 steps. First, we fit univariate models with distrust as the outcome to test the association with site and each of the demographic variables of interest (race/ethnicity, age, education, insurance, income, and gender). Each of these variables was highly associated with distrust (P < .001; results not shown). Second, we examined the unadjusted variation in distrust levels across site within each racial group. Third, we fit a model with all of the demographic variables of interest and the interaction between each demographic variable and race. We assessed the statistical significance of each term in the model using the global Wald test. Finally, we fit a complete model including all of the demographic variables of interest, interactions between demographic variables and race/ethnicity, the site variable, and the interaction between site and race/ethnicity.
Our final model dropped the interaction between race/ethnicity and age and race/ ethnicity and income because the overall P values were not significant (P > .10). The remainder of the race/ethnicity interaction terms were left in the model; all of the remaining interaction terms either achieved (P < .05) or approached (P < .10) statistical significance in the global test. For the remaining variables in the final model we report the P value for the adjusted interaction with race/ethnicity, along with 95% confidence intervals (CIs) for individual levels of the variable. The order of introducing variables into the model did not have substantive effects on the estimates of the main effects or interaction terms or the results of the tests of significance for these terms. Table 1 shows the distribution of individuals across 20 sites. The sociodemographic characteristics of these individuals are shown in Table 2 .
RESULTS
In an initial univariate model, race/ethnicity was significantly associated with distrust (P < .001). In the unadjusted model, mean distrust in Blacks and Hispanics was 16.5 (95% CI = 16.1, 16.9) and 17.1 (95% CI = 16.7, 17.4), respectively, values that were higher than the mean level of distrust in Whites (15.2; 95% CI = 15.0, 15.3). In a model that included only race/ethnicity and site, the mean level of distrust among racial/ ethnic groups varied across site (P < .001; Figure 1 ).
In the multivariate model that adjusted for sociodemographic characteristics but did not include site, distrust was associated with race/ ethnicity, gender, age, insurance coverage, educational attainment, and household income (Table 3) . However, the effect of gender, education, and insurance on distrust varied by race/ethnicity (P values for interaction = .01, .063, and .037, respectively). Women consistently had lower distrust scores than did men, but this association was greater among Blacks (9% lower) than among Whites (3% lower) or Hispanics (5% lower). Higher levels of educational attainment were associated with lower distrust scores among Blacks and Hispanics but not among Whites. Whites with any type of health insurance had lower distrust scores than did Whites without insurance, whereas the association between insurance coverage and lower distrust scores was seen for private insurance but not public insurance among Blacks and was not seen at all among Hispanics.
The results of the combined model that included interactions between race/ethnicity and sociodemographic characteristics and race/ethnicity and site are illustrated in Table 4 , where the mean distrust levels are shown for men and women from each racial or ethnic group of different socioeconomic status from 3 cities (Boston, Mass; Las Vegas, NV; and Philadelphia, Pa). The full model that allows calculation of distrust levels for any specific subgroup in any of the sites is available as a supplement to the online version of this article.
We first considered the relative distrust levels of Blacks versus Whites. In Boston, we saw the pattern suggested by anecdotal reports, with Blacks having higher mean levels of distrust than did Whites. By contrast, in Las Vegas, Blacks consistently showed lower levels of distrust than did Whites. The effect was particularly pronounced for Black ⏐ RESEARCH AND PRACTICE ⏐ women of high socioeconomic status, whose mean levels of distrust were 2.3 points lower than that of their White counterparts. Third, in some cities the relationship between race/ ethnicity and distrust varied by socioeconomic status. For example, in Philadelphia, Blacks of high socioeconomic status tended to have slightly lower distrust levels than did their White counterparts, whereas Blacks of low socioeconomic status tended to have slightly higher levels of distrust than did their White counterparts. In Boston, the pattern for Hispanics was similar to that of Blacks, with mean levels exceeding that of their White counterparts in all categories. In Las Vegas the pattern for Blacks and Hispanics differed with mean distrust levels for Hispanics exceeding mean distrust levels for Whites for all categories. In Philadelphia, mean levels of distrust for Hispanics were lower than for Whites in all categories.
Results of analyses with each individual item as the dependent variable did not differ substantively from results with the summative score. Racial differences in scores continued to vary according to an individual's educational attainment, insurance coverage, household income, and gender, following the pattern shown by the summative score. However, the strength of the interactions varied, with the strongest interactions seen with the item "I trust my doctor to put my medical needs above all other considerations when treating my medical problems" and the weakest for the item "I think my doctor is strongly influenced by health insurance company rules when making a decision about my medical care." In addition, after adjustment for individual characteristics, scores on each item varied significantly across sites.
DISCUSSION
This study demonstrated variability in distrust of physicians among Blacks, Hispanics, and Whites in the United States, with the size of the differences between any 2 individuals of different race or ethnicity varying according to where they live and their sociodemographic characteristics, including gender, educational attainment, and insurance status. Furthermore, these analyses revealed a substantial underlying geographic variation in trust in physicians among Whites in the United States, even after adjusting for individual characteristics. These findings have ⏐ RESEARCH AND PRACTICE ⏐ Note. CI = confidence interval; NS = not significant. The baseline was the average across all sites of men who were young, uninsured, uneducated (< high school), and poor (≤ 25% income quartile). several implications for understanding the determinants of physician distrust. Our univariate analyses suggested varying levels of physician distrust among racial/ethnic groups, confirming the idea that, on average, minorities have a higher distrust of physicians than do Whites. Higher levels of distrust among Blacks are not surprising and have been reported in prior studies on distrust of medical research, distrust of the health care system, and distrust of health care providers. 14, 20, 26 These differences are generally attributed to current and historical evidence of inequitable treatment of Blacks by the health care system, as well as racial differences in patient-provider communication, insurance coverage, and physician characteristics.
In contrast to studies of Blacks and distrust, the relatively few studies that have examined trust or distrust among Hispanics have had conflicting results. In a study of trust in 13 major institutions in the United States (education, organized religion, major companies, organized labor, banks and financial institutions, the press, television, the executive branch of the federal government, Congress, the US Supreme Court, the military, medicine, and the scientific community), Mexican Americans reported significantly higher levels of trust than did non-Hispanic Whites. 27 In a survey of 719 residents of Corpus Christi, Tex, Mexican Americans reported higher levels of distrust in the medical establishment than did non-Hispanic Whites. 28 Our study significantly extends the literature documenting racial/ethnic differences in trust by demonstrating that the size of the differences in distrust between racial/ethnic groups varies according to other sociodemographic characteristics and across cities. Thus, the pattern is much more complex than previously suggested, with a far-fromuniform picture of greater distrust among minorities. This is particularly striking across cities, where in some cities Blacks report consistently higher mean levels of distrust than do Whites; in others, Blacks report consistently lower mean levels of distrust than do Whites; and in still others, there is a mixed relationship dependent on socioeconomic status. In the same cities, Hispanics either reported consistently higher mean levels of distrust relative to Whites or a mixed relationship.
There are 2 potential explanations for this geographic variation: differences in the people who live in these communities (composition) or differences in the environment (context). 29 Although we adjusted for many of the characteristics of the individuals in our analyses, it remains possible that other individual-level factors explain the differences among cities. For example, we did not include measures of illness in our models and it is possible that geographic variation in illness burden may affect distrust. Alternatively, it is possible that characteristics of the social, physical, and health care environment of the communities may contribute to the geographic variation in racial differences in physician distrust.
Contextual factors are correlated with measures of social trust in other settings. For example, irrespective of an individual's personal experience, levels of crime in a community influence social trust among members of the community. 30 One prior study of physician trust demonstrated that a measure of health care gatekeeping at the community level-the proportion of patients for which a primary care provider must provide authorization before the patients can see a specialist-is correlated with lower levels of trust but did not explore racial differences in distrust. 31 Other factors such as the availability of primary care, the burden of uninsurance, income inequality, and racial segregation may be more important for racial differences in distrust. Although our results raise questions about the factors driving this geographic variation in racial differences in distrust, our sample contains too few sites with sufficient numbers of minority participants to be able to explicitly test these hypotheses. We are currently conducting studies to investigate this question further.
What are the implications of these results? The relationships between racial differences in distrust and gender or educational attainment both identify groups who could be targeted for interventions to increase trust and generate hypotheses about the pathways that may cause distrust of physicians, echoing studies in other areas that suggest the determinants of distrust may differ or have differential magnitudes among racial/ethnic groups. 30, 32 For example, the gender difference raises the possibility that distrust may be greatest for individuals who are less invested in health care decisionmaking, an area that has been documented to differ substantially between men and women. [33] [34] [35] The association between educational attainment and smaller racial differences in distrust may reflect the importance of educational attainment in moderating the adverse circumstances experienced by many minority patients. This study has several limitations. The trust items were developed by the Center for Studying Health System Change and provide a relatively narrow measure of physician distrust. In addition, the summative score has relatively low internal consistency, suggesting the 4 items may capture disparate components of trust. The distrust items were only asked of people with a physician or who had seen a physician in the past year and these individuals differ from those who meet neither of these criteria, including being less likely to be Hispanic of low socioeconomic status. Furthermore, individuals without a physician may have particularly low trust in physicians.
Because we wanted to compare patterns among Hispanics and Blacks in our analyses, we limited the sites to those that included a significant proportion of Blacks and Hispanics. Thus, our sample included a relatively small number of sites and did not provide sufficient power to test specific hypotheses about which environmental characteristics are associated with the magnitude of racial differences in trust. Despite the restriction to these sites, the number of minorities in the sample in some of the cities is quite small and limited our ability to make statistical comparisons involving geographic variation in racial differences.
Although we did identify some statistically significant differences in distrust, it is difficult to know whether these differences are clinically significant. To put some of the differences we saw into context, we note that the overall mean level of distrust in our study was around 15.5 units and at some sites the racial/ethnic differences in mean distrust were on the order of 3.5 units, or roughly 23% of the mean. Alternatively, an increase of 3 units might correspond to answering 3 out of the 4 distrust items each with an increase of 1 unit on the Likert scale.
In summary, our results demonstrate that distrust of physicians is higher among Blacks and Hispanics than among Whites in the United States but that these racial differences vary substantially according to individual characteristics, including the city of residence. This variation suggests that the determinants of physician distrust are complex, potentially differing across racial/ethnic groups and arising from the social and physical environment as well as from individual experiences.
